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ABSTRACT 
Given high rates of student mental health difficulties globally, the need for universities to have a 
student mental health policy has been increasingly recognised. In the South African context, such 
policies must not only balance the mental health needs of students with the realistic constraints of 
university resources in a time of austerity, but also engage with complexities posed by the Global 
North foundations of the fields of psychology and psychiatry and the systemic determinants of 
mental health. This article describes the development of a student mental health policy at a South 
African university, with a focus on points of contestation that emerged out of a broad-based 
institutional consultation process. Areas of contestation included the scope of university support 
for student mental health, defining mental health difficulties, the use of a disability framework for 
mental health, and processes of verification. All of these were embedded within a broader tension 
between health and social justice discourses. The compromises that were designed to balance 
these complexities within the student mental health policy are discussed, and reflections are 
offered that may inform the development of student mental health policies at other South African 
universities. 
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In recent years there has been growing concern about a mental health crisis among university 
students (Brown 2018; Evans et al. 2018; Xiao et al. 2017). A World Health Organisation 
survey of university students across 21 countries found that one fifth (20.3%) met criteria for a 
mental disorder in the past year (Auerbach et al. 2016). Further, mental health difficulties 
among university students appear to be increasing over time, far outstripping the capacity of 
campus counselling services (Brown 2018; Gallagher 2014). The need for formal university 
policies on student mental health has never been more urgent (Universities UK 2015).  
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There are few prevalence studies of mental health difficulties among South African 
university students, but existing data suggest that 12 per cent experience moderate to severe 
symptoms of depression, 15 per cent have moderate to severe symptoms of anxiety and 24 per 
cent report suicidal ideation (Bantjes et al. 2016). In recent years, increasing rates of student 
suicides at South African universities (Mabasa 2018) have heightened the urgency of 
developing coherent institutional strategies to address student mental health needs. 
In mid-2016, a Mental Health Task Team (MHTT) was established at the University of 
Cape Town (UCT) with the specific brief of developing a student mental health policy for the 
university. Although there had long been concern about unmet student mental health needs at 
UCT, the decision to establish a MHTT in 2016 was catalysed by the period of student activism 
that began in 2015. The Rhodes Must Fall (RMF) and Fees Must Fall (FMF) movements both 
included demands for better student mental health services as part of a broad transformation 
imperative for UCT (Faculty of Health Science students 2016; Rhodes Must Fall Movement 
2015). The MHTT included representatives of the following university constituencies: the 
Student Wellness Service (SWS), the Disability Service (DS), faculty-based student 
development officers (SDOs), members of the Student Representative Council (SRC), members 
of a campus-based student mental health support group, academic staff, the university 
residences, and the deputy registrar’s office. The authors of this article, both clinical 
psychologists, were members of the MHTT. 
The process of crafting a student mental health policy involved university wide 
consultation over several months. There was a high level of engagement in the consultation 
process, during which several areas of contestation arose. These contestations were inter-related 
and can collectively be understood as emerging from a broader tension between two dominant 
discourses. This article will describe the process of developing a student mental health policy 
at UCT, the competing discourses that framed the policy development process, and four specific 
areas of contestation. We will end with some reflections that may be of value to other South 
African higher education institutions (HEIs) that are developing student mental health policies. 
 
PROCESS OF DEVELOPING A STUDENT MENTAL HEALTH POLICY AT UCT 
The MHTT began its work by conducting an internet survey of student mental health policies 
at other universities, and by reviewing best practice guidelines for university student mental 
health policies. At that time, in mid-2016, there were many student mental health policies 
available online, however most were from universities in high-income countries, primarily the 
United Kingdom (e.g. Oxford University 2017), Canada (e.g. University of Calgary n.d.) and 
Australia (e.g. University of Western Australia 2015). There was a dearth of such policies 
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available online from low- and middle-income countries (LMICs), and none from South Africa. 
Follow-up telephonic contact with the student counseling / wellness services at other South 
African universities failed to identify any formal, dedicated student mental health policy 
documents, although, like UCT, some universities had just begun the process of developing 
one. The only available best practice guidelines for student mental health policies in higher 
education had been published by Universities UK (2015).  
As existing student mental health policies and policy guidelines were based largely in 
Global North countries with different political, socioeconomic, cultural and higher education 
contexts than South Africa, the MHTT members conducted an institutional stakeholder review 
with campus service providers, students, academic staff and residence staff to explore student 
mental needs and services at UCT. Cross-cutting issues raised by all the stakeholders included 
in the review were as follows: 1) an increasing prevalence and complexity of student mental 
health difficulties at UCT over the past several years and a lack of capacity by campus service 
providers to keep up with the need for mental health services, 2) an institutional culture of 
silence about mental health issues, 3) communication and coordination difficulties between 
stakeholders, particularly with regard to roles and responsibilities, 4) discrimination and 
insensitivity by some academic and administrative staff towards students living with mental 
illness, and 5) a lack of awareness, or inaccurate information, about reasonable 
accommodations and concessions that are available to support students with mental health 
difficulties.  
Based on the online review of student mental health policies and policy guidelines, and 
the stakeholder review at UCT, the MHTT began work on a draft student mental health policy. 
Simultaneously during 2016, in response to the urgent need for more services for students with 
mental health difficulties, the university funded more posts for mental health practitioners at 
the SWS, set up a toll-free 24-hour student careline, and activated mental health emergency 
support for student residences after hours.  
The MHTT submitted a draft student mental health policy to the DVC for Transformation 
in April 2017. This draft was then circulated to all university members through various 
university communication platforms. For the next five months, a university-wide consultation 
process took place in which university members were invited to give input to the MHTT on the 
draft policy. This included an open meeting to which student representatives and UCT staff 
were invited, meetings with all the faculty boards, university residence structures and student 
governance structures, and consultation with the university’s legal services. Further, an online 
survey was created through which all students were invited to anonymously contribute their 
feedback and suggestions. Based on all the inputs received, the MHTT revised aspects of the 
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policy and submitted a final policy document to the DVC for Transformation in April 2018, 
which was subsequently approved by Senate and Council. The final version of the policy can 
be viewed on the UCT website at http://www.uct.ac.za/sites/default/files/image_tool/ 
images/328/about/policies/Student-Mental-Health-Policy.pdf  
 
COMPETING DISCOURSES  
Throughout the policy development and consultation process, two prominent discourses 
emerged. These can broadly be categorised as a health discourse and a social justice discourse. 
At first glance these discourses are not necessarily in conflict ‒ health and wellness can be part 
of a social justice agenda, and both discourses can advocate for students’ rights. However, these 
discourses are rooted in very different ideas about the causes of mental health difficulties in the 
student population and about what is needed to enhance student mental health within the 
institution. Their collocation posed a number of conceptual and practical tensions in 
development of the policy. 
The health discourse reflects current approaches to mental health in LMICs promoted by 
the World Health Organisation (WHO) and the Global Mental Health Movement (GMHM), 
which argue that: mental health is part of general health, and access to mental health care, like 
access to basic health care, is a universal human right; barriers to accessing mental health care 
need to be removed; and promoting societal recognition and understanding of mental illness is 
key to improving the lives of those suffering from it (Patel 2012; 2014; Prince et al. 2014; WHO 
2005; 2010). While there is acknowledgement that mental health has social as well as individual 
determinants, the current emphasis of the WHO and GMHM is on scaling up evidence-based 
psychotherapy and medication treatment for mentally ill individuals (Patel et al. 2007), rather 
than directly addressing the structural and systemic issues that impact on mental health (Whitley 
2015). During the consultation process on the UCT student mental health policy, many 
stakeholders echoed the imperatives of the WHO and GMHM, arguing that mental health is a 
real and legitimate student health issue that is part of wholistic student wellness, that stigma 
and discrimination about mental illness need to be addressed by promoting recognition and 
understanding within the institution, that there is a need to remove barriers to the academic 
inclusivity of students with mental health difficulties, and that better resources and access to 
mental health services and support are needed. This approach assumes a medicalised and 
individualised view of student mental illness as a health disorder located within individuals, 
which should be understood, accommodated and, as far as possible, treated by the institution. 
The social justice discourse that emerged during the policy development process reflected 
the tenets of decolonial theory (Bulhan 2015; Titchkosky and Aubrecht 2009), liberation 
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psychology (Fanon 1991; Martín-Baró 1994) and critical psychiatry (Bracken, Giller and 
Summerfield 2016; Kirmayer and Gold 2012; Mills 2015), which have all argued that the roots 
of psychological distress often lie in systems of social oppression, structural violence and 
collective trauma, rather than individual dysfunction. The student protest movements at UCT 
(RMF 2015), submissions from students and staff to UCT’s Institutional Reconciliation and 
Transformation Commission (IRTC 2019), and inputs from university members during 
discussions about the student mental health policy proposed that “mental health difficulties” 
among black students at UCT are often a proxy for systemic inequality and exclusion within a 
historically white institution. Examples of such systemic experiences have been documented in 
detail elsewhere (see Cornell and Kessi 2017; IRTC 2019; Swartz et al. 2018). Within this 
discourse, the apparent crisis of student mental health at UCT does not reflect an increasingly 
“mentally disordered” student population but, rather, failures of institutional transformation. 
The medicalisation and individualisation of student mental illness, and an emphasis on 
individual treatment, serve only to maintain systems of institutional oppression. Addressing 
student mental health difficulties requires meaningful transformation of the entire institution.  
The ways in which these different discourses manifested through different areas of 
contestation will now be considered. 
 
THE UNIVERSITY’S ROLE IN SUPPORTING STUDENT MENTAL HEALTH 
An overarching issue that framed many of the discussions within the MHTT, and during the 
consultation process, concerned the university’s role and responsibility in addressing the mental 
health needs of its students. Like many LMICs, South Africa’s state mental health service is 
inadequately funded, receiving only a negligible percentage of the national health budget (Lund 
et al. 2010). In practice, this means that South Africans who cannot afford private mental health 
services have little access to a mental health practitioner. Consequently, many students at UCT 
and other South African universities have no choice but to rely on campus mental health 
facilities as their sole service provider. When campus services have a waiting list of several 
weeks, student mental health difficulties can escalate into more serious crises.  
From a health service framework, some UCT stakeholders argued that it is unrealistic to 
expect universities to provide a substitute mental health system capable of plugging the 
enormous gaps in state service provision. In UCT’s case, this would entail providing mental 
health services that can cater for a population of about 27,000 students, with little augmentation 
from the state health sector. In the current climate of shrinking government funding for 
universities in South Africa (Bozzoli 2015), allocating more funding to student mental health 
means that resources may have to be diverted from other transformation imperatives in higher 
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education. These include academic support programmes, bursaries for the “missing middle”, 
and curriculum change initiatives, all of which aim to address issues that likely contribute to 
student distress levels in the South African context.  
On the other hand, but still within a health discourse, it may make good financial sense 
for universities to invest in students’ mental health. South African mental health researchers 
have demonstrated that the cost to the economy of not providing adequate treatment for 
depression and anxiety disorders in the general population is far higher than the estimated costs 
of treating them, due to lost productivity and lost earnings (Lund et al. 2013). This is likely true 
for the higher education setting also. The effects of mental illness on the productivity of 
university students are well-documented in international studies: mental health difficulties 
hinder 18 per cent of undergraduates and 14 per cent of postgraduates from meeting their 
current academic obligations (Eisenberg et al. 2007) and, in longitudinal research, depression 
amongst college students predicts both lower academic performance and a higher risk of 
attrition (Eisenberg, Golberstien and Hunt 2009). A recent review of re-admission appeal 
applications from academically excluded students at UCT found that 17 per cent of re-
admission applications were motivated by the presence of a verified mental health disorder 
during the year in which the student failed (Ngubane 2019). The impact of mental health 
difficulties on student throughput has direct cost implications for South Africa universities in 
terms of lost subsidy. On a purely economic basis, universities cannot afford not to address 
student mental health needs, and investing in student mental health will likely pay for itself via 
improved student throughput rates.  
From a social justice position, student activists have argued that UCT has an obligation to 
provide psychological support for students who have suffered, and continue to suffer, the 
collective trauma of racism (RMF 2015), including experiences of racism within the institution 
itself (IRCT 2019). Others have proposed that mental health support is one component of 
establishing a community of care to promote holistic student development and combat the 
potentially alienating effects of the increasing commodification of the higher education sector 
(Brooks 2018). Indeed, the economic argument that mental health support will “pay for itself” 
via better throughput rates reflects the commodification of students – within a social justice 
discourse, such economic considerations are another manifestation of institutional violence.  
In trying to find a middle ground between these positions, we suggest that there are 
compelling economic and ethical motivations for universities to provide mental health support 
to their students. However, universities need to find the most cost-effective and sustainable 
ways of doing this. Student mental health services at UCT, like universities in many other 
countries (Brown 2018), have historically adopted a cost-intensive model of treating individual 
Kaminer and Shabalala Developing a student mental health policy for a South African university 
202 
students who have already developed symptoms of mental illness. Following the WHO’s (2013) 
recommendations for mental health policy in LMICs, a more sustainable, cost-effective 
approach would be to invest in primary prevention initiatives, rather than only treating already 
symptomatic students (Tol 2015). Primary prevention includes mental health promotion 
strategies (enhancing mental wellness) and the prevention of new cases of mental illness by 
addressing the main risk factors or drivers of mental illness in the population (WHO 2002).  
In the policy, mental health promotion and prevention were included in the core 
responsibilities of the SWS and the DS. However, given the importance of social context in 
shaping mental health (Kirmayer and Pedersen 2014), it is important that mental health 
promotion and prevention strategies do not place the responsibility for optimal mental health 
solely on students (for example, by developing better sleeping, eating and stress management 
behaviours, within a health/wellness framework); they must also address systemic institutional 
issues that affect student mental health, in line with the social justice discourse (Dolmage 2017). 
Prevention efforts at universities should target all modifiable risk, protective, and promotive 
factors in the institutional environment, in addition to individual level factors. In this way, 
mental health promotion and prevention is not the sole responsibility of campus mental health 
service providers, but of the entire institution through broad-based transformation processes. 
  
DEFINING “MENTAL ILLNESS” 
Upon beginning to draft a student mental health policy, the MHTT was immediately confronted 
with the complexity of defining the concepts that would underpin the policy. As experiences of 
transient distress or anxiety are a normal part of the human experience (Frances 2013), and will 
therefore affect many students at various points, which mental health difficulties should fall 
within the scope of the policy? From a health perspective, mental disorders can be distinguished 
by whether symptoms reach a “clinically significant” level (American Psychiatric Association 
2013). But who gets to judge this, and how?  
There are no clear biophysical markers for most mental illnesses in the way that there are 
for many physical illnesses (Insel 2013). So how do we know when “mental disorder” or 
“mental illness” is present? The concept of “mental disorder” has long evaded a consensual 
operational definition, yet mental health nosological systems continue to attempt to divide 
people into the mentally well and the mentally disordered (Frances and Widiger 2012). Over 
time, new mental disorders have been introduced into psychiatric classification systems such 
as the Diagnostic and Statistical Manual for Mental Disorders (DSM) (American Psychiatric 
Association 2013). This has led to widespread concern that common, expectable human 
experiences are increasingly being pathologised as “disordered” by a small group of experts, 
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mainly representing white, male-dominated, heteronormative American psychiatry, often using 
arbitrary criteria with little supporting evidence (Frances and Widiger 2012; LaFrance and 
Mckenzie-Mohr 2013; Summerfield 2002). Others have argued that the whole endeavor of 
categorising mental illness as either absent or present is invalid because mental experiences 
always lie along a spectrum; dimensions like the frequency and severity of certain experiences 
(such as low mood, or feelings of anxiety) are therefore more useful indicators of a need for 
clinical attention than just their presence or absence (Lopez, Compton, Grant and Beiling 2007).  
Beyond these boundary debates, the literature on decolonising mental health has critiqued 
the tendency of Western/Northern mental health classification systems to marginalise or 
completely elide indigenous forms of mental distress found outside of the Global North (Mills 
2015; Watters 2010). For instance, in the DSM 5 (American Psychiatric Association 2013), 
examples of “cultural concepts of distress” are included only in an appendix, indicating that the 
DSM views Western/Northern psychology as the human norm (Murphy 2015). Further, this 
literature has argued that “clinically significant” distress is often a normal and appropriate 
response to systems of oppression and structural violence, rather than a symptom of individual 
disorder (Mills 2015).  
The MHTT’s attempts to clarify the scope of mental health difficulties that would be 
encompassed by the policy were informed by these debates. Within a health discourse, many 
UCT stakeholders argued that some mechanism is needed for distinguishing distress that is 
genuinely affecting a student’s ability to function from the normal, passing stress, distress and 
anxiety that most students experience at times (such as unpleasant but not incapacitating 
feelings of anxiety during times of stress, or transient low mood that many people experience 
without any notable impact on their functioning). It was argued that decisions about the 
appropriateness of access to both academic concessions and treatment resources rest on the 
need for there to be more than a “normal” level of stress or distress. Psychiatric classification 
systems provide such a mechanism in the form of clinical thresholds for diagnosing mental 
disorder. However, others in the university community proposed that psychiatric diagnoses are 
Northern/Western constructions that label and stigmatise people, fail to adequately capture local 
expressions of distress, and function to medicalise normal responses to oppressive systems. 
These arguments are located within a social justice discourse. 
The MHTT recognised the need to distinguish between normal, transient feelings of 
distress and the presence of more debilitating mental health difficulties, but also acknowledged 
that using a narrow definition based on the presence of a diagnosed psychiatric disorder from a 
Northern/Western nosological system like the DSM may be contextually inappropriate. After a 
number of different iterations, the MHTT eventually settled on the following definition of a 
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mental health difficulty, which draws from the South African Employment Equity Act Revised 
Draft code of Good Practice for the Employment of Persons with Disabilities (2015): “a 
clinically recognised condition or illness that affects a person’s thought processes, judgment or 
emotions, and causes clinically significant distress and/or impairment in social, occupational or 
other important areas of functioning”. This broad definition encompasses conditions that are 
recognised within a clinical framework, which may include Northern psychiatry or local 
traditional health frameworks, and are of sufficient severity to substantially limit the student’s 
functioning. The potential causes of these difficulties are not defined, since these may vary 
across students. Any student experiencing mental health difficulties as defined above, whatever 
the cause, is encompassed by the policy. The preamble of the policy recognises that the causes 
of mental health difficulties may include systemic and structural factors along with individual 
factors.  
 
A DISABILITY FRAMEWORK 
Related to the issue of definitions, the MHTT debated the benefits and disadvantages of 
defining chronic mental illnesses (lasting longer than 12 months) within a disability framework 
in the policy. These debates considered whether the potential benefits of the legal rights 
afforded to persons with disability offset the potential harms that the disability label carries.  
Within a global health framework, the GMHM identifies mental illness as a leading cause 
of disability globally (Whiteford et al. 2015). In international and local law, the term 
“disability” affords specific rights aimed at ensuring equality and redress for people with 
impairments, who have historically been excluded, marginalised and discriminated against. The 
UN Convention on the Rights of Persons with Disabilities (UNCRPD) (United Nations General 
Assembly 2007), to which South Africa is a signatory, recognises persons with disability as 
those “who have long-term physical, mental, intellectual or sensory impairments which in 
interaction with various barriers may hinder their full and effective participation in society on 
an equal basis with others” (Article 1). Importantly, it recognises that disability results from the 
interaction between persons with impairments and attitudinal and environmental barriers 
(Preamble [e]). The UNCRPD further recognises that persons with disability have a right to 
education without discrimination on the basis of equal opportunity (Article 24). It requires state 
signatories to ensure that all persons with a disability receive the necessary support and 
reasonable accommodations to facilitate their effective education (Article 24, 2).  
In South Africa, the Constitution of South Africa (1996, sections 9(3) and 9(4)) and the 
Promotion of Equality and Prevention of Unfair Discrimination Act (2000, section 9) legislate 
that persons with disabilities have a right not to be unfairly discriminated against. The recent 
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Strategic Policy Framework on Disability for the Post-School Education and Training System 
(2018) provides a guide for the improvement of access to, and success in, post-school education 
and training for people with disabilities.  
There is therefore a strong legislative and policy framework that could be drawn upon by 
university mental health policies in South Africa to ensure that the rights of students with long-
term mental health difficulties are protected, and that students do not need to rely solely on the 
subjective willingness of academic or administrative staff to view their mental health needs as 
“legitimate”. At UCT, students who have disabilities can register with the DS for long-term 
academic accommodations across all their courses, and DS can then advocate on their behalf if 
academic departments fail to offer reasonable accommodations.  
While disability legislation aims to protect the rights of persons with disability, and 
therefore can be said to advance a social justice agenda, the term “disability” and its various 
definitions have been contested from numerous positions that also fall within a social justice 
framework. These include, but are by no means limited to, the following arguments: the term 
“disability” itself carries stigmatization and can result in processes of marginalisation and 
discrimination (Shifrer 2013); the disability framework locates physical, mental or cognitive 
differences as deficits residing within individuals, rather than problematising the processes of 
social oppression that impose restrictions on the activities and identities of people with 
impairments (Goodley 2018; Thomas 2007); disability studies have historically been dominated 
by Northern knowledges and have largely excluded Southern theories (Grech 2015); and the 
disability framework allows universities to treat students with impairments in a legalistic 
manner, providing only the minimum accommodations that are required to avoid litigation 
(Dolmage 2017). 
While holding all the above concerns in mind, the MHTT ultimately elected to explicitly 
define long-term mental health difficulties as disabilities in the policy, using the definition in 
the UNCRPD which recognises that disability (as opposed to impairment) is located within 
environments and not within persons. Defining mental health within a disability framework 
entailed a deliberate choice to foreground the university’s legal obligations to protect the rights, 
and support the needs, of UCT students living with long-term mental health conditions. The 
policy emphasises that this group of students has the same right to register with the DS, and 
receive long-term academic accommodations, as do students with more visible impairments.  
At the same time, the MHTT realised that the policy needed to mitigate the potential harms 
that a disability framework might create, by ensuring ethical management of disclosure of 
students’ disability status, preventing discriminatory practices against students registered with 
DS, and changing staff and student attitudes towards students with a mental health disability 
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through training, awareness and promotion activities. These issues are addressed across 
different sections of the policy. However, it may be argued that the policy still maintains an 
ableist institutional discourse through the use of the term “disability”, a tension that the MHTT 
was not able to successfully resolve.  
 
VERIFICATION OF MENTAL HEALTH DIFFICULTIES 
In the development of the student mental health policy, there was also vigorous debate about 
the need for students to provide verification of their mental health difficulties to access 
academic concessions such as assignment extensions, deferred exams, adjusted curriculum 
load, and leave of absence, and to register with UCT’s Disability Services for long-term 
reasonable accommodations.  
Many academic staff were concerned that allowing concessions upon student request, 
without any verification of mental health difficulties, would place academic staff in an 
untenable position. In the absence of supporting documentation, academic staff are left to 
subjectively judge which applications are “legitimate”. While staff recognised that many 
students have genuine mental health difficulties, they were also aware that other students try to 
“game the system” by requesting concessions on mental health grounds that are not genuine. 
Academic staff objected to having to police the boundary of “legitimate” or “reasonable” 
requests for concessions on mental health grounds, seeing this as beyond, and potentially in 
conflict with, their role as educators. They believed these judgements are best made by those 
with training in mental health issues, in the same way that student requests for concessions on 
physical health grounds rely on medical verification. The arguments for verification thus draw 
upon a health discourse that posits medical expertise as necessary to make judgements about 
the legitimacy of mental health difficulties. 
By contrast, many students proposed that students should be able to autonomously and 
agentically judge for themselves when they may need an academic concession due to being 
incapacitated by mental health difficulties, without needing confirmation from “experts”. First, 
for many students, health or mental health experts are often hard to access due to long waiting 
lists at SWS and a lack of funds for private practitioners; access to verification is therefore not 
always equitable. Second, students commonly expressed their resistance to having to perform 
their mental health difficulties in particular, expected ways in front of health professionals to 
receive the necessary documentation to access academic accommodations or concessions 
(much as students often feel forced to perform their poverty to various institutional committees 
or administrators to receive financial support). The need for performance and expert verification 
is experienced as a demeaning and unnecessary barrier to real academic inclusivity for students 
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experiencing debilitating stress and distress, particularly when these arise in part from systemic 
and institutional inequalities. This process of “bio-certification”, whereby mental health 
difficulties only become constituted as “real” through a process of medical and legal 
verification, has been problematised in the disability studies literature as a feature of academic 
ableism (Dolmage 2017; Samuels 2014). The arguments against verification thus draw upon a 
social justice discourse that views students as agentic experts on their own needs and 
“biocertification” as a bureaucratic barrier to real academic inclusivity.  
The MHTT adopted the position that some form of verification beyond the student’s own 
testimony should be required to receive academic accommodations and concessions on mental 
health grounds. The onus placed on students to provide this verification is balanced by the onus 
placed on academic and administrative staff to accept genuine verifications and respond with 
reasonable concessions. This requirement both reduces the risk of students “gaming the system” 
and reduces possible biases that could result from academic staff and university administrators 
subjectively adjudicating concession applications on the grounds of mental health difficulties. 
It is also in line with the university’s requirements for obtaining concessions on physical health 
grounds, establishing mental health as a legitimate and equal aspect of general health. In the 
policy, the range of experts from whom verification can be obtained includes mental health 
practitioners, general health practitioners or traditional health practitioners, who are registered 
with a recognised statutory authority. The additional posts at the SWS aimed to enhance 
equitable access to mental health practitioners for all students.  
  
REFLECTIONS AND RECOMMENDATIONS 
The tensions between the health and social justice discourses, which reflect broader debates in 
the global mental health field, repeatedly raised questions for the MHTT about the aim, purpose 
and scope of a student mental health policy. Can health and social justice imperatives 
complement each other in such a policy, or are they fundamentally (epistemologically) 
opposed? Should student mental health policies aim to regulate transformation of all the 
institutional drivers of mental health difficulties, or only to augment institutional transformation 
policies? The MHTT found no clear answers to these questions. However, some reflections on 
the process are offered below, which may be of value for other HEIs in South Africa. 
Based on our experience with the MHTT at UCT, we strongly advocate for universities in 
South Africa to develop formal student mental health policies. University students are 
vulnerable to experiencing mental health difficulties due to both their developmental stage and 
the multiple challenges posed by the structural and systemic inequalities that still characterise 
the higher education sector in South Africa. Failure to recognise and address this risks a range 
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of harms to both students and institutions. We consider a formal student mental health policy 
to be part of a university’s ethical responsibility to its students. 
Based on the experience of the MHTT at UCT, a policy development team that represents 
a range of different voices within the university is essential for engaging openly with the 
complex issues involved. Further, broad institutional consultation beyond the policy 
development team is valuable in facilitating a sense of collective crafting and ownership of the 
policy. However, consultation raises contestation and complexity that require careful holding 
and thinking through. Mental health is not a neutral subject; it raises feelings of vulnerability, 
distress, fear and anger across institutional stakeholders. As psychologists on the MHTT, we 
observed a range of individual and institutional defences against the pain and discomfort of 
talking about mental health. We observed that these defences can lead to blame-shifting, 
psychological “splitting” (Klein 1946) into talk of “us” and “them”, and what the psychoanalyst 
Wilfred Bion (2018) has referred to as attacks on thinking. We ourselves engaged in these 
defences at times. Such defences need to be recognised, understood and carefully metabolised 
by the policy development team so that the team can stay responsive rather than reactive.  
In engaging with the tensions between the health and social justice discourses, the MHTT 
grappled with the degree to which the policy should balance strategic, pragmatic and 
transformational goals. In our institutional engagements, we heard much talk of “policy 
fatigue”, arising from previous experience of university policies that make ambitious promises 
but are not adequately implemented. We wondered whether it would be better to have moderate 
policy aims (more in line with the health discourse described above) that have a stronger chance 
of being implemented and monitored, or whether this would be insufficient to effect meaningful 
change in the mental wellbeing of students (as the social justice discourse cautions). We wanted 
to be aspirational in addressing both health and social justice issues but, as illustrated in the 
areas of contestation described above, we often found that these can pull in different directions.  
As is evident from the decisions that were ultimately made about each area of contestation, 
the final version of the UCT student mental health policy largely reflects aspects of the health 
discourse, advancing rights to academic inclusivity and institutional support for students with 
acute and long-term mental health difficulties. The policy commits UCT to providing an 
inclusive educational environment that welcomes mental health diversity and reduces barriers 
to the equal participation of students with mental health difficulties in academic activities and 
broader university life. Further, the policy commits UCT to providing interventions for students 
with acute and chronic mental health difficulties, to promoting student mental health, and to 
reducing the onset of new mental health difficulties. This was a strategic decision aimed at 
maximizing the likelihood of meaningful implementation. There was concern that attempting 
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to regulate broad aspects of institutional transformation through the mental health policy itself 
would result in a policy that lacked a clear focus, hampering the likelihood of successful 
implementation. Rather, the policy was envisioned as supplementing existing and ongoing 
institutional transformation processes, including the IRTC, the curriculum change framework, 
the university’s strategic plan, policies on employment equity, racism and sexual harassment, 
and existing university structures focused on transformation (University of Cape Town 2018).  
The UCT student mental health policy is not a complete solution to addressing student 
mental health at the university; it is just a step in the direction of doing so. The policy is only 
one facet of what should be an ongoing, sustained process of institutional engagement with 
student mental health that aims to address both health and social justice imperatives through 
multiple mechanisms. Further, it is not a static document but rather one that will be monitored, 
reviewed and revised as needed in the years to come. It is also important to recognise that 
policies that specifically address staff and worker mental health are an integral part of 
institutional transformation and institutional health. 
Other South African universities may find that their institutional needs for student mental 
health require a different set of policy commitments than those contained in the UCT student 
mental health policy, with a different balance or alignment between health and social justice 
goals. We have shared the process of developing a student mental health policy at our institution 
not necessarily as an optimal model to be followed, but in recognition that South African HEIs 
can learn lessons from each other’s experiences in developing policies to nurture the mental 
health and well-being of our students.  
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